System and Method for Standardized and Automated Appeals Process 



Technical Field 

The present invention relates generally to a system and method for a standardized and 
automated appeals process. More particularly, the invention relates to a system and method for 
standardized and automated appeals or a dispute resolution process over a distributed network 
for regulated or contractual denials of certain benefits. 
Background of the Invention 

Many businesses or industries have regulated or contractual appeals or grievance process 
allowing a user or a customer the opportunity to challenge the denial of a service or benefit. 
These appeals or grievance processes uniformly suffer from lack of automation and 
standardization. Instead, the appeal or dispute is submitted in paper form and without the benefit 
of standardized nomenclature or data format. 

One example is medical insurance coverage plans. State and federal laws, as well as 
contractual provisions, allow both those insured (consumers) and healthcare providers (doctors, 
dentists, chiropractors, etc.) the right to file appeals with health insurance companies when the 
health insurer has denied a request or benefit. A consumer appeal arises when a request for 
approval to receive medical treatment is denied or a claim is not paid correctly. A healthcare 
provider may file an appeal when an insurer has not properly paid for a particular service 
rendered. Upon receipt of a written appeal or grievance, an insurance plan must review the 
appeal and make a decision regarding its approval or denial. 
Why Providers Appeal 

In a typical denial of a request for medical services, a patient and a physician determine 
the need for a medical service and the physician contacts the healthcare insurer to request pre- 
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authorization for that service. After the healthcare provider has treated the patient, a claim for 
payment of those services is submitted to the health care payer. The claim must be submitted on 
the appropriate claims submission form; for providers that is a HCFA 1500 Claim Form, and for 
facilities it is a UB92 Claim Form. Insurance companies require that a "clean" claim form be 
submitted. That means that the forms must include all of the following information: 

• Patient Identification 

• Patient Demographics (i.e., address) 

• Diagnosis 

• Dates of Service 

• Procedures or Services Provided Utilizing Standardized Codes and Descriptions (i.e., 
CPT codes) 

• "Units" of Service (i.e., how many times the patient was seen in the office) 
Billing Amount(s) 

If the claim does not meet the specified criteria, it is denied or a partial payment may be 
made to the provider. The provider receives an explanation of payment (EOP) outlining what 
was paid on the claim or the reasons the claim was denied or only partially paid. A description of 
the provider's right to appeal may be included in the correspondence from the insurance 
company. While the patient does not usually receive notification that a doctor's request for 
payment for a medical service has been denied, she or he is often billed when the insurance 
company does not pay. Most of the time claims are denied because either information is missing 
from the claim form or the provider contract is loaded incorrectly into the insurance company 
database. 
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How Providers Appeal 

A provider may appeal on behalf of the member. A provider may also appeal claim 
payment denial or payment reduction. If a provider is appealing on behalf of a member for a 
medical service request denial, the process is the same as a member appeal. Most often, though, 
an appeal by a provider is triggered by receipt of a confusing explanation of payment benefit, or 
EOP. An EOP is sent to the provider by the insurer explaining the payment(s) for submitted 
claims. The EOP is coded by the insurer's claims processing system and lists the reason(s) for 
the claims denial; unfortunately, the codes are not standardized and are often unclear. 

Most providers are not aware of their right to file an appeal. Those that do will often 
initiate an appeal by contacting the health care payer Claims Department or Provider Services 
Department. Physicians have the right to appeal if and when: 

• The appeal is on behalf of the patient for any reason. 

• The plan has denied the patient coverage for a service based on medical necessity. 

• A medical service claim payment has been denied. 

• A medical service claim payment is partially denied and/or paid incorrectly. 
Why Patients Appeal 

Patients generally submit a health insurance appeal for one of two reasons: denial of a 
request for a medical service or a claims payment denial. Say that the patient and physician 
determine the need for a medical service. The physician contacts the health care payer to request 
pre-authorization for that service. The physician provides the plan with all necessary 
demographic and clinical information justifying the requested service. Upon receipt, the insurer 
initiates a prospective review (a pre-certification utilization review) to determine if the medical 
service request will be approved. The following questions are most often considered: 
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• Is the patient a member of the Health insurer? 

• Is the requested service covered under the patient's benefit plan? 

• Is the patient within the benefit limitations? 

• Is the provider of the requested service within the plan's network? 

• Is the requested service medically necessary? 

If the response to any of these inquiries is "no," the medical services request is denied. 
The insurance company must send notification of the denial to the patient and the requesting 
provider and informs the member that she or he has the right to appeal the decision. The health 
insurer is required by law to outline the appeal process. 

It is important to realize that one of the most common reasons a medical service request 
is denied is because the insurer concludes that the request is "not medically necessary," which 
usually means that the physician and/or patient has not provided all of the important clinical 
information. This is critical, since all health insurers are required to utilize nationally recognized 
standards of clinical care and criteria to guide their clinical decision-making. A medical director, 
who must be a licensed physician, reviews all medical service request denials that are based on 
"medical necessity." When a patient or provider appeal a medical service request denial and 
provides additional or missing information, about 80% of the time the denial is overturned and 
the request for service approved. 

The majority of consumer healthcare appeals are triggered when patients receive a bill 
from their providers, who have not received reimbursement from the insurance company for 
services already provided. This is called a medical service claims payment denial. Providers are 
not legally allowed to bill members for more than the co-payment or deductible — a situation also 
known as balance billing — but often correspondence from a collection agency is the first 
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notification for members that the insurance company has denied their physicians' service claim. 
Even if the insurance company eventually pays the claim, patients are still dunned because there 
is no communication between patients, providers (who have often sold their collectibles), 
insurance companies and, all too often, the collection agencies. 
How Patients Appeal 

A member initiates an appeal by contacting the health insurer. Healthcare insurers require 
written notification, even if the patient calls and speaks to a Member Services Representative. 
Some plans have a structured appeal form while others request a free-text letter. Regardless, by 
law all insurance companies must have in place a process for appeals, which requires a decision 
to an appeal within a time certain depending upon state regulation. The time for response begins 
to run when the insurer has received a "complete file." The eAppealSolutions' eZappeal form 
was designed to capture all necessary information. Therefore, a "complete file" is submitted the 
first time. 

The appeal determination is made and the member is notified of the decision. If the 
denial is overturned, the member is allowed to receive the requested service(s) and/or the 
provider is paid. If the appeal is upheld or affirmed, the member is notified of the procedures for 
a secondary review. The third and final level of appeal includes external reviewers. 
Summary of the Invention 

The invention generally relates to systems and methods for standardized and automated 
appeals and grievance procedures. 

The invention provides a system and method that automates and standardizes the appeals 
process, facilitating insurance companies to providers and insurance companies to patients 
relationships. In addition, the invention educates users about industry and user rights. The 
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invention can be utilized for a wide range of regulated or contractual appeals or grievance 
process including medical insurance plans, workers' compensation cases, credit card disputes, 
warranty claims, long term care, and personal injury protection. It can be used in any industry or 
business environment where the consumer or beneficiary has a right to challenge the denial of a 
contracted benefit. 

According to one embodiment (i.e., the health care industry), the invention provides a 
method of electronic communication between patients, providers, and insurance plans; 
convenient access to an "anytime" appeals process; and an efficient method for follow-up and 
appeals status tracking. The invention uses technology to convert paper documents into a 
standardized electronic format. It accepts data from various incompatible and divergent systems 
and converts it into a universally recognized format. 

The customer - - patient or provider - - is in control of the process. There are 
standardized forms for the appeal, and the provider appeal format can be compatible with current 
billing forms. The invention includes the ability to manage '"behind the scenes" the overall 
appeals process including data collection, data and documentation management, correspondence 
generation, process status tracking, and individualized client accounts. 

The objects, features, and advantages of the present invention will become readily 
apparent from the detailed description thereof. 
Brief Description of the Drawings 

Fig. 1 illustrates the system flow according to one embodiment of the invention. 

Fig. 2 is a continuation of the System Flow according to one embodiment of the 
invention. 
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Fig. 3 illustrates a manual appeal entry routine according to one embodiment of the 
invention. 

Fig. 4 illustrates an appeal submission routine according to one embodiment of the 
invention. 

Fig. 5 illustrates the routine to escalate an appeal according to one embodiment of the 
invention. 

Fig. 6 illustrates a fax additional documentation routine according to one embodiment of 
the invention. 

Fig. 7 illustrates an upload appeal(s) routine according to one embodiment of the 
invention. 

Fig. 8 illustrates a block diagram of the system according to one embodiment of the 
invention. 

Fig. 9 illustrates a welcome screen according to one embodiment of the invention. 
Fig. 10 illustrates a provider screen according to one embodiment of the invention. 
Fig. 1 1 illustrates a consumer screen according to one embodiment of the invention. 
Fig. 12A illustrates a provider screen according to one embodiment of the invention. 
Fig. 12B illustrates a consumer screen according to one embodiment of the invention. 
Fig. 13 illustrates a data screen according to one embodiment of the invention. 
Fig. 14 illustrates an update screen according to one embodiment of the invention. 
Fig. 15 illustrates a new appeal screen according to one embodiment of the invention. 
Fig. 16 illustrates an appeal patient information screen according to one embodiment of 
the invention. 
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Fig. 17 illustrates an appealable services screen according to one embodiment of the 
invention. 

Fig. 18 illustrates an additional information screen according to one embodiment of the 
invention. 

Fig. 19 illustrates an appeal complete screen according to one embodiment of the 
invention. 

Fig. 20 illustrates a fax screen according to one embodiment of the invention. 

Fig. 21 illustrates an upload screen according to one embodiment of the invention. 
Detailed Description of the Invention 

The present invention can automate and standardize the confusing appeals process with 
an automated service targeting both consumers and businesses. Approximately ten percent of the 
4.4 billion healthcare claims filed each year can result in a consumer appeal, and between 12 and 
15 percent of all commercial health insurance claims filed by providers are denied or paid less 
than expected. Although the present invention works using any transaction medium, the 
"connectivity" of the Internet will reduce administrative expenses and increase consumers' 
control over their appeal rights. 

One embodiment provides a method of electronic communication between patients, 
providers and insurance plans a convenient access to an "anytime" appeals process, and an 
efficient method for follow-up and appeal status tracking. According to one embodiment, 
standardized forms are used for the appeal, and the provider appeal format is compatible with 
current billing forms. 
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Another embodiment provides an automated system to manage "behind the scenes" the 
overall appeals process, including data collection, data management, correspondence generation, 
process status tracking, and individualized client accounts. 

The present invention will facilitate both business-to-business (i.e., insurance companies 
to providers) and business-to-consumer (i.e., insurance companies to patients) relationships. A 
major benefit of the invention is connectivity: all of the segments of the appeals process are 
currently interacting, but ineffectively and manually. By integrating the appeals process with an 
automated computer connectivity system which is a familiar, comfortable tool already being 
used to research healthcare information technology can now be conveniently accessed for 
information about health insurance and the appeals process. 

Automating the appeals process will empower patients, providing an easy and efficient 
means of filing appeals with a health insurer reduces "red tape", and enables a greater number of 
members to challenge healthcare denials. The automated appeals system can provide education 
about the overall appeals process, including such topics as pre-certification review and benefit 
coverage. Certain data can be requested from the member, who will be able to review the steps 
taken in the claims analysis process. Because one of the most common reasons for medical 
service request denials is "not medically necessary" (most often the result of the physician and/or 
patient not providing all of the necessary clinical information), patients will be able to realize 
what triggered the denial — and then remedy it. The ease of 24-hour access to tracking and 
monitoring the appeals process is an additional benefit, because the major complaint about filing 
appeals is the number of telephone calls and the amount of documentation sent back and forth 
between patient, physician, healthcare insurer, broker, etc. before the problem is solved. The 
automated system can also automatically generate correspondence that informs a collection 
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agency about the initiation of the appeals process for patients who are being harassed by a 
collection agency — which happens when providers aren't paid by the insurance company and 
"sell" the receivable amounts they are not able to collect. 

The automated appeals system can benefit providers as well. Health care providers 
typically carry 90 to 120 days of receivables and lose a significant amount of money on non- 
collectible or denied claims because of the administrative burden and expense of filing an appeal. 
Most providers do not even know how to effectively appeal a payment denial and simply 
resubmit the bill However, with the automated appeals system, providers will be able to 
automatically track and monitor the appeals process and improve their cash flow. Most provider 
groups have at least one full-time staff member for billing and appeals issues, and this individual 
spends a great deal of time calling about and following up on appeals. The automated appeals 
system will reduce that burden. Similar administrative tasks also fall on employer groups and 
health insurance brokerage agencies, which are often called upon to facilitate the appeals 
process. 

Insurance companies can also benefit because the automated appeals system and process 
provides an excellent business opportunity. The automated appeals system can provide data 
collection, tracking and processing, and can interface with the insurance companies' computer 
systems. The establishment of an appeals standard in the industry is the single most important 
benefit to the insurance companies. And not only will reducing the current inefficiencies 
decrease administrative costs, but relationships with both members and providers can be 
enhanced. In addition, the healthcare companies can track and monitor the flow of appeals for 
their regulatory bodies, which use that information to monitor the quality of patient care 
provided. Currently, many insurance companies do not have a computerized appeals database 
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and are tracking them manually. With the automated appeals system, insurance companies have 
an outsourcing opportunity that can automate the method of accepting and processing appeals. 
The automated appeals system can follow the standard process of claims adjudication. 

The automated appeals system uses electronic connections to link providers, patients and 
payers so that information can be delivered accurately and provided in a timely manner. It uses 
the application of computer communications and data processing capacity to automate the entry, 
transmission, processing and storage of information. The automated appeals system reduces 
administrative burden, letting doctors and insurance providers focus on the health of and 
relationship with the patient. This system can be utilized by both providers and regulators to 
reduce fraud. The automated appeals system's technology offers regulators, corporations and 
consumers the capability to interact with each other digitally— convenient, traceable and 
monitored regularly. Scam artists won't have the opportunity to hide under a mound of 
paperwork or delays of red tape. 

The automated appeals systems virtual office can include a computer access system 
designed for use by the customer. There are eight distinct customer groups that are targeted to 
use the automated appeals system: (1) patients, (2) employer groups, (3) insurance brokers, (4) 
healthcare providers, (5) medical management software organizations, (6) insurance companies, 
(7) claims clearinghouses, and (8) consumer groups such as AARP and disease support 
organizations. Each of these groups will utilize the web site in similar fashion (filing and 
tracking appeals) and be directed to their individual application through registration and log on 
screens. 

The goal of the web site is to motivate the user to automate his/her appeals process and 
interact with the site. The automated appeals system home page will establish a strong brand 
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identity while directing the user to this valuable service and healthcare information. From here, 
the user learns what the automated appeals system does and is presented with logical navigation. 

In order to personalize the application for each user and maintain accurate, standard 
information, it is preferred that a user registers before filing an appeal. 

One embodiment of the invention will now be detailed with reference to the flowcharts 
shown in the figures. The following descriptive narratives follow the flowchart included below 
and provide for full explanation of the system flow and function. The invention preferably 
provides for access to the functions of the system via secured remote connections. 
Figure 1-100 

Represents the standard Internet function of gaining access to a Web Site, presented here 
as EAPPEALSOLUTIONS.COM. 
Figure 1-102 

This web page is presented as the opening page from the web address 
EAPPEALSOLUTIONS.COM as demonstrated in Figure 9 and shown in welcome screen 220. 
Figure 1-104 

Represents the choice selection from welcome screen 220 as shown in Figure 9 as either 
"Provider" or "Consumer". 
Figure 1-106 

This is the web page presented when the selection from welcome screen 220 is executed 
as "Provider" as demonstrated by Figure 10 and provider screen 222 (similar to consumer screen 
224). Only subscribing health care providers who have been issued a unique profile consisting of 
a user identification code and a password may proceed beyond this point. 
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Figure 1-108 

This is the web page presented when the selection from welcome screen 220 is executed 
as "Consumer" as demonstrated by Figure 1 1 and consumer screen 224. Only subscribing 
consumers who have been issued a unique profile consisting of a user identification code and a 
password may proceed beyond this point. 
Figure 1-110 

This portion of the web page as demonstrated in Figure 12A and provider screen 226, is 
presented when a subscribing provider has presented the correct security profile as presented in 
the description for Figure 1-106. 
Figure 1-112 

The provider databases 112 contain all demographic and detail data for all appeals 
submitted by the subscriber. These records are unique to each subscriber profile and are not 
available to any other subscriber. The retrieval of appeal data is performed during the 
presentation of the provider screen 226. 
Figure 1-114 

The bottom portion of provider screen 226 is completed by aggregating the appeals 
specific to this subscribing provider into summary batches labeled according to the status of the 
data as demonstrated in Figure 12 A. 
Figure 1-116 

This portion of the web page is presented when a subscribing consumer has presented the 
correct security profile as presented in the description for Figure 1-108. Each subsequent web 
screen follows the methodology of the provider flow, excepting the inherent regulatory 
differences between provider and consumer appeals in the appeal procedure. 
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Figure 1-118 

The consumer databases 118 contain all demographic and detail data for all appeals 
submitted by the subscriber. These records are unique to each subscriber profile and are not 
available to any other subscriber. The retrieval of appeal data is performed during the 
presentation of the Figure 1-116. 
Figure 1-120 

The completion of consumer screen 228 is accomplished by identifying the appeals 
specific to this subscriber and displaying those claims at the header level as demonstrated in 
Figure 12B. 
Figure 1-122 

The selection choice is presented of provider screen 226 for subscribing providers or 
consumer screen 228 for subscribing consumers. If appeal data does not exist for the subscriber, 
the aggregate status lines discussed in Figure 1-1 14 and Figure 1-120 will indicate zero (0). 
There are now two options available. Selection of the "New Appeal" option from the top line of 
the web page presents new appeal screen 234 shown in Figure 1 5 with no data present to begin 
the manual entry of appeal information. If the "Upload" option is selected by clicking the 
labeled button, upload screen 700 as shown in Figure 21 is presented. Full description of this 
selection and process is presented as Figure 7-210. 
Figure 1-124 

Data for the subscriber is located with the appeals database 124 as discussed above. If 
data does exist, the detail records for each appeal are available for maintenance, relative to their 
status and the selection of the subscriber and presented on the following screen, data screen 230 
referenced by Figure 1-126 and demonstrated by Figure 13. 
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Figure 1-126 

Selecting the "radio button" for a specific detail line and then selecting the button labeled 
"Update My Appeals" will provide the first of a series of screens allowing the maintenance of 
the detail data for the selected appeal as described below. 
Figure 1-128 

The Appeal Header Information is presented in two (2) screens, update screen 232 and 
new appeal screen 234 as demonstrated by Figures 14 and 15. Update screen 232 provides for 
consolidated information regarding the key elements of the appeal data, documentation, and 
appeal status. New appeal screen 234 allows for the maintenance of the illustrated data 
elements. Full entry and correction of any or all data elements is allowed up to the time the 
appeal is submitted to the payer. After submission, all data for that appeal is marked as read only 
and cannot be changed. 
Figure 1-130 

The choice of continuing with the appeal maintenance or returning to the data screen 230 
is also presented. By selecting the "Return" button, the subscriber is returned to the appropriate 
aggregate screen as demonstrated in Figures 12A and 12B. Whether "Return", "Continue", or 
any other legitimate selection as presented by this screen is chosen, the data entered thus far is 
written to the database and a unique appeal number will be assigned associating this data with 
the subscriber profile. 
Figure 2-132 

The Appeal Patient Information screen 236 is presented when the "Continue" choice is 
selected from Figure 1-130 as demonstrated in Figure 16. As above, all data elements are 
available for editing or additional entry until the appeal is submitted. Data elements presented on 
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this, and all other screens, labeled with red descriptors are elements of the appeal record directly 
obtained by programmatic "parsing" routines as a result of the electronic upload (Figure 7-210). 
When this screen is presented for manually entered appeals, these data elements are labeled so 
they will relate to the standard HCFA 1500, NSF ver 2.0 or 3.0, UB92, or ANSII format of 
standardized data forms serving the health care industry. 
Figure 2-134 

The choice of continuing with the appeal maintenance or returning to the data screen 230 
is also presented on the previously noted screen. By selecting the "Return" button, the 
subscriber is returned to the appropriate aggregate screen as demonstrated in Figures 12A and 
12B. Whether "Return", "Continue", or any other legitimate selection as presented by this 
screen is chosen, the data entered thus far is written to the database and a unique appeal number 
will be assigned associating this data with the subscriber profile. 
Figure 2-136 

The Appeal Service Line screen is presented upon selection of the "Continue" option 
from the previous screen. This section of the system provides the specific health care services 
performed by the provider or received by the consumer. The area of information is presented in 
two screens as demonstrated by Figures 17 and 18. Appealable services screen 238 allows for the 
editing and additional entry of all data elements presented. Service line data may also be 
removed allowing for the subsequent appeal submission to present only those service lines 
appropriate for the appeal. Systematic calculation presents the dollar amount to be appealed for 
each service line, and additionally calculates total dollar amounts of all appropriate columns. 
When this maintenance function is continued, additional information screen 240 is displayed. 
This screen allows for the attachment of additional verifiable information to be submitted in 
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support of, and be associated with the appeal. Information associated with the appeal may be 
entered on this screen, or is included as a part of the electronic upload process. 
Figure 2-138 

As a navigational function of Figure 2-136 (additional information screen 240), multiple 
choices are presented. Both "Continue" and "Return" will function as described in multiple 
instances above with the exception that the choice "Continue" will return the subscriber back to 
data screen 230. Choosing the "Fax Additional Information" option will present fax screen 600 
as shown in Figure 20. 
Figure 3-140 

The Appeal Header Information for manual entry is presented as demonstrated by new 
appeal screen 234 as shown in Figure 15 with all data elements blank. This web screen allows for 
the entry of the illustrated data elements. Full entry and correction of any or all data elements is 
allowed up to the time the appeal is submitted to the payer. After submission, all data for that 
appeal is marked as "read only" and cannot be changed. 
Figure 3-142 

The choice of continuing with the appeal maintenance or returning to the data screen 230 
is also presented. By selecting the "Return" button, the subscriber is returned to the appropriate 
aggregate screen as demonstrated in Figures 12A and 12B. Whether "Return", "Continue", or 
any other legitimate selection as presented by this screen is chosen, the data entered thus far is 
written to the database and a unique appeal number will be assigned associating this data with 
the subscriber profile. 
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Figure 3-144 

The Appeal Patient Information for manual entry screen 236 is presented when the 
"Continue" choice is selected from Figure 1-130 as demonstrated in Figure 16. As above, all data 
elements are available for entry. 
Figure 3-146 

The choice of continuing with the appeal maintenance or returning to the data screen 230 
is also presented on the previously noted screen. By selecting the "Return" button, the 
subscriber is returned to the appropriate aggregate screen as demonstrated in Figures 12A and 
12B. Whether "Return", "Continue", or any other legitimate selection as presented by this 
screen is chosen, the data entered thus far is written to the database and a unique appeal number 
will be assigned associating this data with the subscriber profile. 
Figure 3-148 

The Appeal Service Line manual entry screen is presented upon selection of the 
"Continue" option from the previous screen. The area of information is presented in two screens 
as demonstrated by Figures 17 and 18. Appealable services screen 238 allows for the entry of all 
data elements presented. Systematic calculation presents the dollar amount to be appealed for 
each service line and additionally calculates total dollar amounts of all appropriate columns. 
When this entry function is continued, additional information screen 240 is displayed. This 
screen allows for the entry of additional verifiable information to be associated with the appeal. 
Figure 3-150 

As a navigational function of additional information screen 240, multiple choices are 
presented. Both "Continue" and "Return" will function as described in multiple instances above 
with the exception that the choice "Continue" will return the subscriber back to data screen 230. 
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Choosing the "Fax Additional Information" option will present fax screen 600 as shown in 
Figure 20 and is described in Figure 6-198. 
Figure 4-152 

Final review and submission of appeal information and documentation is demonstrated 
by Figure 19 and is the appeal complete screen 400 presented when the "Submit" function is 
selected from Figure 2-138. 
Figure 4-154 

Allows for a copy of the appeal information to be printed by the subscriber for their 
office files. This print function includes the eZappeal letter, eZappeal form, and all associated 
documentation received from the subscribing provider. 
Figure 4-156 

Represents the resulting printed copy of the eZappeal letter, eZappeal form, and all 
associated documentation received from the subscribing provider as indicated in Figure 4-154 
when selecting the print function. 
Figure 4-158 

The system will update the appeals status from pending to first level submitted. 
Additionally the data is systematically marked as "read only" and can no longer be changed. 
Figure 4-160 

Those payers with an electronic interface receive the electronic transmission of appeals 
and supporting documentation that have been submitted by subscribers. Payers receive only 
those appeals that are specific to that company. 
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Figure 4-162 

The payer is provided with the opportunity to receive the appeal and supporting 
documentation either through an electronic file to an electronic address designated by the payer 
or notification that new appeal information has been submitted directing the payer to its 
eAppealSolutions log-in screen. 
Figure 4-164 

If the payer does not have an electronic interface as identified within the payer profile 
found in the appeals database, the appeal form and supporting documentation are sent to the 
payer in paper form. 
Figure 4-166 

Figure 4-166; 4-168; 4-170; and 4-172 all relate to the process to handle the transmission 
of paper appeals and supporting documentation when the payer does not have an electronic 
interface. Figure 4-166 is the initial step in coordinating common payers for receipt of the 
manual submission of appeals and supporting documents. 
Figure 4-168 

This step reflects the systems extraction of appropriate data elements necessary to 
produce U.S. Postal standard mail and the appropriate eZappeal and supporting appeal 
documents. 
Figure 4-170 

The system coordinates the printing of the transmittal letter, the eZappeal form and any 
supporting documents onto appropriate stationary, prints properly addressed envelopes and 
manages the mailing process. 
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Figure 4-172 

The system confirms and tracks that the appeal and any supporting documents are mailed 
to the appropriate payer. 
Figure 4-174 

Routine has been completed. 
Figure 5-176 

After selecting the "Escalate" function from Figure 2-138, the system identifies the 
regulatory agency appropriate for the appeal as identified in the appeal database 124 based upon 
the association between the state in which the health care service was performed and the 
recorded line of business (HMO, Commercial, Medicare, etc.) included in the appeal data. 
Figure 5-178 

The appeal database is updated such that the escalated appeal is now marked as "read 
only" for all level 1 information, the status is upgraded to level 2 and the regulatory schedules for 
notifications and responses from all associated parties is initialized to reset. 
Figure 5-182 

Figure 5-182; 5-190; 5-192; and 5-194 relate to the process to handle the transmission of 
paper appeals and supporting documentation. Figure 5-182 is the initial step in coordinating 
common payers for receipt of the manual submission of appeals and supporting documents. 
Figure 5-184 

Payers with an electronic interface receive the electronic transmission of appeals and 
supporting documentation that have been submitted by subscribers. Payers receive only those 
appeals that are specific to that company. 
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Figure 5-186 

The payer is provided with the opportunity to receive the appeal form and supporting 
documentation either through an electronic file to a designated address or notification that new 
appeal information has been submitted and directs the payer to its eAppealSolutions log in 
screen. 
Figure 5-188 

If the payer does not have an electronic interface as identified within the payer profile 
found in the appeals database, the appeals form and supporting documentation are sent to the 
payer in paper form. 
Figure 5-190 

This Figure reflects the systems extraction of appropriate data elements necessary to 
produce U.S. Postal standard mail. 
Figure 5-192 

The system coordinates the printing of the transmittal letter, the eZappeal form and any 
supporting documents onto appropriate stationary, prints properly addressed envelopes and 
manages the mailing process. 
Figure 5-194 

The system confirms and tracks that the appeal and any supporting documents are mailed 
to the appropriate payer. The routine is now complete. 
Figure 6-198 

Upon presentation of Figure 13-600, the subscriber selects "Print" from the subscriber's 
remote workstation. A facsimile cover sheet identical to fax screen 600 is printed on the 
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subscriber's remote workstation and is used as the facsimile cover sheet to send that document or 
documents deemed necessary by the subscriber to further substantiate their appeal. 
Figure 6-200 

Utilizing the facsimile cover sheet produced by Figure 6-1 98, the subscriber faxes 
additional information pertinent to the appeal via the appropriate facsimile telephone number 
issued to them. 
Figure 6-202 

The receiving facsimile device will answer and receive the electronic facsimile image of 
the facsimile cover sheet and additional information. This receiving station is a secured network 
server capable of facsimile functions. 
Figure 6-204 

After completion of the facsimile transmission, the above described computer device will 
automatically initiate another software application that reads the electronic image of the 
facsimile cover sheet, applies Optical Character Recognition algorithms and coverts the 
electronic image into standard ASCII character representations. Embedded within the facsimile 
coversheet produced in the previous process step is the system generated appeal number which 
uniquely identifies and associates all of the appeal information with the subscribing submitter as 
defined by their secured access profile. The remaining portion of the electronic image, less the 
facsimile coversheet, is then saved as a standard image format file. 
Figure 6-206 

The remaining portion of the facsimile transmission as described in Figure 6-204 is then 
linked to the appeal as supplemental information, available for viewing during the review stage 
of the appeal. This data is then refreshed in the appeal database 124. 
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Figure 6-208 

The subroutine is complete. 
Figure 7-210 

Upon selection of the "Upload" function, a web screen demonstrated by upload screen 
700 as shown in Figure 21 is presented. By selecting the "Browse" button on upload screen 700, 
the subscriber's remote machine is available for searching, identifying, and selecting those files 
prepared for upload to EappealSolutions.com by the subscriber. 
Figure 7-212 

By highlighting the files with the click of the mouse, files are marked for upload. The 
subscriber then chooses the "Upload" button and the transmission of these files is completed via 
SSL secured data transfer through the World Wide Web. 
Figure 7-214 

Receipt of the transmitted data is accomplished by EappealSolutions.com via SSL 
exchange and staged for processing. 
Figure 7-216 

Immediately upon staging as described in Figure 7-124, these data files are processed by 
proprietary algorithms designed to extract the available data elements from a standard HCFA 
1 500, NSF ver 2.0 or 3.0, UB92, or ANSII format of standardized data forms serving the health 
care industry. These data elements are written to the database and assigned a unique appeal 
number associated with the subscriber's security profile as passed by the remote workstation. 
Figure 8-12, 8-14, 8-16, 8-18, and 8-20 

Figure 8 and the labeled symbols demonstrate a typical system whereby "Subscriber" 12 
accesses the system server 14 and peripheral equipment through secured socket layers via the 
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World Wide Web 16. Illustratively, the provider, consumer, appeal, and payer databases reside 
within database 16. As "Subscriber" 12 activates their account, the verification data required to 
identify this subscriber is accessed from database 16 as requested by the instructions issued from 
the system server 14 as a result of the execution of the software resident there. Millions of other 
instructions will be issued to database 16 from system server 14 during the execution of request 
from Subscriber 12 to access, update, edit, and submit their appeals. When Subscriber 12 elects 
to submit additional documentation via the request to "Fax Additional Information" (Figure 6), 
instructions issued by system server 14 to the Subscriber 12 computer cause the facsimile cover 
sheet to be printer on the Subscriber printer (not shown) as indicated in step 198. When 
Subscriber 12 sends the facsimile (step 200), fax server 18 receives the transmission (step 202). 
The facsimile is processed by Optical Character Recognition by fax server 18 (step 204) and then 
passes the resulting data to system server 14. After Subscriber 12 has chosen to submit their 
appeal to the payer (Figure 4), systematic instructions issued by the scheduling sub-system 
resident within system server 14 causes the extraction of all appeals (step 164), their 
corresponding eZappeal form, eZappeal letter, and supporting documentation to be formatted 
(step 168) for printing on system printer 20 (step 170). 

The above described methods and systems enable: (1) Electronic submission of standard 
Healthcare claim forms, i.e. HCFA1500, UB92, et al; (2) Electronic submission of additional 
documentation that supports a specific appeal; (3) Unique identification of each subscriber and 
secured storage of subscriber data; (4) Proprietary algorithms allowing extraction of data from 
standard Healthcare claims forms into the EZAppeal format, providing standardized appeal data 
presentation to Healthcare payers; (5) Accurate and specific regulatory rules and regulations 
pertinent to an appeal and its processing as published by each state and Federal regulatory 



25 



agency; (6) During the appeal process, each subscriber is regularly notified via email of the most 
current status and regulatory options specific to their appeal; and (7) Aggregate data and 
information provided by the invention present profiles of the subscribers appeal submissions, 
performance, and history at multiple levels of detail. Preferably, information exchanged between 
the invention and the subscriber are accomplished according to the most current standards 
applied to Healthcare information exchange, i.e. HIPAA, et al. 

The automated appeals system disclosed herein can be used for a wide range of additional 
service product categories and more value-added services can be included to further personalize 
the appeals experience. For instance, all businesses with a regulated or contractual appeals or 
grievance process would benefit from the automation and standardization offered by this process. 
In industries where a user or a customer has the opportunity to challenge the denial of a service 
or benefit, the invention could facilitate the appeals process. For example, potential applications 
of the system will include workers* compensation cases, warranty claims, long term care, and 
personal injury protection. 

Various preferred embodiments of the invention have now been described in fulfillment 
of the objects of the invention. While these embodiments have been set for the by way of 
example, various other embodiments and modifications will be apparent to those skilled in the 
art. 
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